INTRODUCTION: Subarachnoid haemorrhage (SAH) following aneurysmal rupture is an extremely fatal condition with mortality as high as 45%. Apart from the intra-cranial causes, there are cardiovascular events which add to the morbidity and mortality. Eg: myocardial ischemia, arrhythmia's and heart blocks. These can manifest with deranged cardiac biomarkers. However, quantitative assessment of these biochemical markers and its co-relation with prognosis in patients of aneurysmal SAH has not been adequately studied.
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Determining the Role of Informed Consent Allegations in Spinal Surgery Medical Malpractice
Jennifer Grauberger; Panagiotis Kerezoudis; Asad Choudhry; Mohammed Ali Alvi, MD; Sandy Goncalves, MSc; Jenna Meyer; Ahmad Nassr, MD; Bradford L. Currier, MD; Mohamad Bydon, MD INTRODUCTION: Predictive factors associated with increased risk of medical malpractice litigation have been identified including severity of injury, physician sex and error in diagnosis. However, there is a paucity of literature investigating informed consent in spinal surgery malpractice. Our objective was to highlight the failure to obtain informed consent as an allegation in medical malpractice claims for patients undergoing spine-surgery.
METHODS: This was a retrospective case-control study using a national medico-legal database westlaw next. We identified a total of 233 patients (80 with no informed consent allegation, 153 who cited lack of informed consent) who underwent spinal surgery and filed a malpractice claim were studied.
RESULTS: The most common informed consent allegations were failure to explain risks/side effects of surgery (30.4%) and failure to explain alternative treatment options (9.9%). In bivariate analysis, patients in the control group were more likely to require additional surgery (56.3% vs 34.6%, P = 0.002) and suffer from more permanent injuries compared to the informed consent group (P = 0.033). On multivariable regression analysis, permanent injuries were more often associated with indemnity payment following a plaintiff verdict (OR 3.12, 95% CI 1.46 -6.65, P = 0.003) or a settlement (OR 6.26, 95% CI 1.06 -36.70, P = 0.042). Informed consent allegations were significantly associated with less severe (temporary/emotional) injury (OR 0.52, 95% CI 0.28 -0.97, P = 0.043). Additionally, allegations of informed consent were found to be predictive of a defense verdict versus a plaintiff ruling (OR 0.41, 95% CI 0.17 -0.98, P = 0.046) or settlement (OR 0.01, 95% CI 0.001 -0.15, P < 0.001).
CONCLUSION: Lack of informed consent is an important cause for medical malpractice litigation. Although associated with a lower rate of indemnity payments, malpractice lawsuits including informed consent allegations still present a time, money, and reputation toll for physicians
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The INTRODUCTION: Pediatric traumatic subarachnoid hemorrhage (tSAH) often results in intensive care unit (ICU) admission, the performance of additional diagnostic studies, and ICU-level therapeutic interventions to identify, and potentially prevent, episodes of neuroworsening (NW). Identification of a subgroup of children with tSAH at negligible risk for NW may avoid unnecessary escalation of care and potentially morbid interventions, with improvement in healthcare utilization.
METHODS: Data prospectively collected in an institutionallyspecific trauma registry at Rady Children's Hospital between 2006-2015 was supplemented with a retrospective chart review of children admitted with isolated tSAH. Risk of blunt cerebrovascular injury (BCVI) was calculated using the BCVI clinical prediction score. Appropriate statistical analysis was performed.
RESULTS: 317 of 10,395 total pediatric trauma patients were admitted with tSAH. 51(16%, 23 female, 28 male) children were identified with isolated tSAH without midline shift on neuroimaging and a GCS of 13-15 at presentation. Median age was 4 years (18 days -15 years). 7 had modified Fisher grade 3 SAH; the remainder were grade 1. 26 (51%) had associated skull fractures; 4 involved the petrous temporal bone and 1 the carotid canal. 39 (76.5%) were admitted to the ICU; 12 (23.5%) to a standard surgical ward. 4 had an elevated BCVI score. 8 underwent CT angiography and no vascular injuries were identified. 6 were administered hypertonic saline in the ICU. The average length of stay for ICU patients was 77% longer (2.02 vs. 1.25 days). NW was not observed in any child.
CONCLUSION: Children with isolated tSAH without midline shift and GCS 13-15 at presentation appear to have minimal risk of NW, despite the finding in some children of vertex and basilar skull fractures, elevated modified Fisher grade, and elevated BCVI score. In this specific subgroup of children with tSAH, ICU-level care and additional ancillary diagnostic imaging may not be warranted. 
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